ANGIOTENSIN RECEPTOR BLOCKERS and DIURETICS PA SUMMARY

PREFERRED Avalide, Benicar HCT, Hyzaar, Diovan HCT,
Micardis HCT, Teveten HCT
NON-PREFERRED Atacand HCT

LENGTH OF AUTHORIZATION: 1 Year

PA CRITERIA:
+«»+ Use of 2 preferred agents in the past 6 months
OR:
+«+ Submit documentation of allergies, contraindications, drug-drug
interactions, or show a history of intolerable side effects to 2 of the
preferred agents.

EXCEPTIONS:
%+ Exceptions to these conditions of coverage are considered through the
prior authorization process.
%+ The Prior Authorization process may be initiated by calling Express
Scripts at 1-877-650-9340.

PA and APPEAL PROCESS:
% For online access to the PA process please click here.

QUANTITY LEVEL LIMITATIONS:
+«+ For online access to the current Quantity Level Limit please select
Pharmacy Services from the manuals listed at this link.



https://www.ghp.georgia.gov/wps/output/en_US/public/Provider/PharmacyServices/09232004_Prior_Approval_Process_Guide.pdf
https://www.ghp.georgia.gov/wps/portal/.cmd/ActionDispatcher/_pagr/104/_pa.104/112/.st/X/.piid/927/.ciid/1134/.reqid/-1/PC_927_WPSLINKTYPE/internal#1134

